T he rising cost of health care continues to dominate the political and economic landscape of our country. Comprehensiveness, universality, portability, public administration and accessibility strived for, and apparently guaranteed under the Canada Health Act, continue to be weakened by limited funds and increasing demands for an improved quality of life care. All physicians, especially surgeons, utilize a significant proportion of health care dollars in delivering their defined area of care. However, few, if any, practice surgery as a private business within the publicly funded health care system. Nationally, the proportion of funds spent on physician remuneration continues to decrease, with the greatest proportion of funds continuing to go to global hospital budgets. Increasingly, we hear that the budgets, wait lists, scope of practice and quality of care are the responsibility of this 'system'. Personal responsibility of the providing surgeon for optimizing the delivery of surgical care provided by each surgeon has been degraded due the funding and administrative complexity of hospitals and the effort it takes to initiate change within that system. Surgeons use resources but have limited accountability for the costs or quality of the care we provide with these resources. The costs of the used resources are not understood, optimized or, at a minimum, managed by the people who use them. Not only is this a nonsustainable business model from a system standpoint, but the lack of input from the surgeons in directly managing these resources results in significant potential efficiencies and cost reductions never being realized. This cost directly hurts each patient and, eventually, each surgeon.
Every region struggles with fixed budgets and increasing care demands. Each system deals with this challenge in different ways. Typically, hospital budgets are under central control within a health care region. Global operating budgets are transferred to the hospitals based on historical values. Hospital administration allocates global budgets to specific programs within its control, rarely with deliverables attached. Even less common would be a situation in which a health care provider, such as a surgeon, is held accountable for the budget they use within a hospital system. Instead, the budget (resources) for an entire operating room group is assigned by the hospital administrations and the surgeon gets to use resources without any knowledge of specific costs or the expectation to manage the costs per care provided.
Management of the budgets appears to be only punitive in nature AND only if the assigned historical budgets are overspent. Changes to this paradigm need to happen for the users of the resources to become actively involved in the management of the global resources. Presently, massive disincentives exist for physicians to become cost efficient. As it exists now, the physicians who become cost effective and save money are 'rewarded' by having their cost savings transferred to other areas that remain inefficient and over spend their budgets. While altruistic, this does not lead to a sustainable business plan for efficient care delivery. Incentives must exist for physicians and surgeons to work hard and invest the time needed to develop 'system' efficiencies. If portions of realized savings are directly returned to the physician or group involved in developing and delivering the savings, the involvement to deliver improved and more cost-effective care will increase. When there is no benefit directly to the physician or group developing the improved care plan, the effort to create these simply will not happen. Creative solutions are difficult to implement from within the administrative offices removed for direct patient care. Incentivizing frontline care delivery professionals should result in many potential ideas. Plastic surgeons have a unique opportunity to become involved in establishing a model that holds the surgeon responsible and accountable for care delivery budgets within a hospital setting. Many plastic surgeons operate private surgical facilities and deliver care with budgets that they are directly responsible for. Incentives are aligned in the private system to deliver the best care at the best cost per case. In many situations, the same care delivered at the private facilities is done so at a fraction of the cost to that within the public facilities within the same geographical region. Attempts should be made for surgeons to actively manage the resources they use within public hospitals and be incentivized to do so. The best of both systems could evolve. Saving will decrease deficits and could be directed back to increased surgical care delivery, additional surgical equipment or other initiative for improved care. Ultimately, the efficiencies will result in improved and more patient care (benefiting the patients), increase resources for the surgeon (benefiting the surgeon) and cost per cast savings for the system (benefiting the taxpayer). ediTOrial ©2013 Canadian Society of Plastic Surgeons. All rights reserved
